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The survey by Billings and Mole in 1977 showed that about 10% of general practice consultations were for musculoskeletal problems. ' Within this large number of consultations about 30% of presenting problems were with the lumbar and cervical spine. Osteoarthritis and 'non-articular' rheumatism were the next most common category, whereas consultations for rheumatoid arthritis were few. The seronegative arthritides, connective tissue disorders, and juvenile chronic arthritis were shown to be only rarely encountered in general practice.
In addition to these familiar diagnostic categories a number of other musculoskeletal symptoms are presented to the general practitioner. Some of these will be found in depressed patients as one of the commonest presenting symptoms of depression in general practice is somatic pain, much of which is musculoskeletal. Postviral muscle fatigue syndromes and pain syndromes, such as fibrositis, have both achieved prominence recently. Apart from these, however, there remains a residue of symptoms, some of which may be the earliest signs of rheumatological disease and some of which may be manifestations of psychological disequilibrium.
The needs of general practice rheumatological education must be considered from within the context of their working environment. Most of the population is registered with a general practitioner. They are the first port of call for most patients with symptoms of illness. Inevitably, general practitioners encounter a wide spread of disorders, which is in considerable contrast with consultant practice. In addition, patients have free access to a general practitioner and may present with illnesses which cross the boundaries of hospital specialties or with symptoms of problems that are best located within families or the workplace. Consequently, there is a different set of priorities for investigation and management within general practice, which includes a different balance between the physical and psychosocial aspects of disease.
Many local factors affect the way a general practitioner practices-for example, the pattern of work and interests of the local department of rheumatology, the availability of resources, etc. Access to resources varies considerably; rheumatologists are not spread evenly throughout the country, which affects referral patterns. Open access to physiotherapy and occupational therapy is still unavailable in many districts despite evidence that open access works well and speeds up care for patients.2 Inevitably, referral patterns from general practice-often used as a marker for quality of care-will be distorted by factors such as these. Occasional schemes offer a part time attachment-for example, a weekly attachment to outpatients for a period during the trainee year. It is possible to enter a trainee year in general practice, however, almost totally unversed in the diagnostic and management skills relevant to 10% of the presenting problems.
Development of vocational training for general practice has been strongly influenced by educational theory. Throughout the years of mandatory training there has been a determined attempt to state educational objectives, devise a curriculum, provide learning experiences, and devise methods of assessment. 8 There has also been a critical approach to the teaching method, and within the general practice teaching community there is a considerable interest in enlarging the repertoire of teaching strategies. Examples of this include (a) teaching of communication skills, and use of the video to examine the consultation process; (b) small groups as a tool for learning, which are particularly useful for exploring norms and attitudes both by case discussion and by pooling knowledge and problem solving strategies; (c) project work in the trainee year, which helps to foster a critical approach to research and to bridge the gap between training and continuing medical education.
In summary, there exists for vocational trainees a well established framework within which rheumatological training can take place.
Inevitably there are difficulties in the 'delivery' of such a system even when there is good will and cooperation between the course organiser and the rheumatology department. I would identify two related difficulties. Firstly, the teaching skills of medical teachers. It is unusual for a medical teacher to 1 Consultants and course organisers might work together to determine some of the educational objectives for a rheumatological curriculum. For examples, the objectives might be that by the end of the year in practice the trainee should be able to (a) manage mechanical low back pain with and without sciatica, including the appropriate use of investigations and resources; (b) show the skills necessary to diagnose and manage common enthesopathies, such as tennis and golfer's elbow, including the use of local steroid injections.-2 The rheumatology department is a valuable resource for the vocational training scheme. Some of the special skills it may be able to offer include: (a) speakers for the vocational training scheme; (b) group leaders for small group workshops on particular problems identified in practice; (c) short clinical attachments, both in rheumatology clinics and physiotherapy; (d) assistance in gaining skills in soft tissue injections; (e) short courses on common conditions identified by trainees-for example, a day on low back pain, the management ofosteoarthritis, aches and pains; (f) participation in project work.
The vocational training period is an 'educational window', and skills and attitudes gained at this time will set the scene for early years in practice.
It is far more difficult to influence the habits of established doctors.
In many areas some 50% of vocational trainees eventually settle within the district, and thus investment in training at this stage should be viewed as a valuable asset for the future. 
Continuing medical education

